Introduction
Fetus is nurtured in the uterus protected from the outside world. For reasons unknown when this gestation is shortened, preterm labor tries to expel the fetus. Preterm delivery makes adaptation to the extrauterine life difficult for these neonates. Immaturity of their body systems poses problems as these premature babies are prone to respiratory distress syndrome, hyperbilirubinemia, inadequate thermal regulation, necrotizing enterocolitis etc. increasing their mortality and morbidity.
Preterm labor refers to the onset of uterine contractions of sufficient strength and frequency to effect progressive dilatation and effacement of the cervix between 20 and 37 weeks of gestation.
It has been widely recognized that prevention and/or effective management of preterm labor will improve neonatal outcome and will have a profound impact on social and long term public health care costs.
Methods
The present study was conducted on 390 pregnant women admitted in labor from January 2005 to June 2006. The study group consisted of 290 women admitted with the diagnosis of preterm labor and 100 pregnant women admitted with labor pains at term, (i.e. after 37 weeks) selected on a systemic sampling basis to form the control group.
Criteria for inclusion in the study group- To study the association between predisposing factors and likely etiological factors for preterm labor detailed history of the patients was required.
General, systemic, abdominal, speculum and vaginal examinations, routine investigations, urine culture and sensitivity, high vaginal swab culture and sensitivity, and ultrasonography were done. Statistical tools like logistic regression analysis, sensitivity, specificity, positive predictive value, negative predictive value were used to evaluate and identify various risk factors. Table 1 shows the various risk factors identified in the study. 41.72% of the patients belonged to low socioeconomic status and, 40% patients were involved in heavy work demanding long standing hours. History of prior preterm births and prior abortions was found in 14.14% each. Table 2 shows infections to be the most important causative factor for preterm birth in 65.51% cases. Predictive values for these significant factors are shown in Table 4 . History of prior preterm birth and presence of placental abnormality had highest positive predictive value i.e. 95%.
Results

Discussion
It is observed that 77.93% women were unbooked, and the highest prevalence of preterm labor was in the low socioeconomic groups. Similar results have been reported by Meis and colleagues 1 .
Involvement in heavy work requiring prolonged standing accounted for 40% of the preterm labor. This is similar to the findings of Henriksen et al 2 and Luke et al 3 .
65.51% of our cases had some or the other infection. Uterine infections, as diagnosed by histopathological examination of placenta and membranes after delivery, were associated with 30% of the cases.
Bacterial vaginosis accounted for 32.41% of the cases comparable to 40% reported by Glantz 4 . Urinary tract infection was found to be associated with 20.34% of the cases. Bacterial vaginosis has also been reported as one of the important factors by Hillier et al 5 , Meis et al 6 .
Logistic regression analysis was done to calculate the odds ratios, 95% confidence intervals and P values for various risk factors with the help of SPSS software. The P values for chorioamnionitis, bacterial vaginosis, uri- 7 . In our study the odds ratio for previous preterm labor was 9 .46 with 95% confidence interval of 1.20 -74.70. This means that if history of previous preterm labor is present there is at least 1.2 times increased risk of having preterm labor in this pregnancy. Similarly the minimum increased risk for heavy work and urinary tract infection are 1.61 and 1.16 respectively. Our findings are comparable to those of Moutquin 8 .
Our finding of minimum increased risk of 2.2 for bacterial vaginosis is comparable to that found by Leitich et al 9 .
The predictive values for significant risk factors were studied. For infections, sensitivity was 65.5%, specificity 22%, positive predictive value 89% and negative predictive value 43%.
Heavy work as a risk factor has a sensitivity of 40%, specificity of 12%, positive predictive value of 90%, and negative predictive value of 24%. For previous preterm birth sensitivity was 14.13%, specificity 2%, positive predictive value 95%, and negative predictive value 28%. Sensitivity for medical disorders was 19.60%, specificity 4%, positive predictive value 93% and negative predictive value 29%. For placental ab- Most of the risk factors having adverse past history, and placental fetal and uterine anomalies are amenable to treatment which could reduce the possibilities of preterm birth, and neonatal morbidity and mortality.
Conclusion
Some risk factors like previous preterm birth and placental abnormalities cannot be modified but preventive efforts should be directed towards modifying working conditions during current pregnancy, good antenatal care and appropriate management of infections and medical disorders.
